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Surgical repair of a coeliac artery aneurysm
Christopher Twine, MBBCh, MD, MRCS,a Andrew Wood, MD, MRCP, FRCR,b and
Ian Williams, MBBCh, MD, FRCS,a Cardiff, United KingdomA69-year-oldWest Indian femalepresentedwitha3-monthhistoryof vagueepigastricpain.
Computed tomography (CT) showed a 5-cm true coeliac artery aneurysm (A and B/Cover).
There were anatomical variants with the left hepatic artery originating from the left gastric artery
and the right hepatic artery from the splenic artery (Cover).Due to a lack of a stent landing zone
at the trifurcation, a surgical approach was deemed the best option. At operation, the coeliac
arterywas cross-clamped as it arose from the abdominal aorta.A segmentof long saphenous vein
was reversed and sutured end-to-end to the origin of the coeliac and left gastric arteries. Distally,
a spliced vein graft was sutured end-to-end to the splenic artery and end-to-end to the right
hepatic artery (C-E). The patient recovered uneventfully and was discharged 5 days post-
procedure.
DISCUSSION
Coeliac artery aneurysms are rare. They represent 4% of visceral artery aneurysms and 0.01%
of all aneurysms.1 They are usually asymptomatic false aneurysms and represent a challenging
surgical repair if not suitable for endovascular stenting, due to the involvement of the trifurcation
and anatomical variability.
Anatomical variation occurs in up to 17% of the coeliac trunk anatomy. The usual variation
is that the common or right hepatic arises directly from the aorta or the proximal superior
mesentericartery(11%).Somesurgeonshavereported ligationwithout reconstruction,assuming
the gastroduodenal artery is large and has sufficient retrograde flow post coeliac clamping for
hepatic perfusion.2 In this context, surgical reconstruction has an estimatedmortality of 5%.2
Endovascular stenting would be the first choice procedure for visceral aneurysms. Repair in
the largestpublishedcase serieswas effective and safe.Of185visceral aneurysms, initial treatment
was successful in 98%with amortality of 3.4%, even withmany of the interventions in this series
being emergencies for bleeding.3 However, elective endovascular repair depends on adequate
proximal and distal landing zones and favorable anatomy not present in this case.
The natural history of coeliac artery aneurysms is difficult to interpret due to the paucity of
cases published. Rokke has proposed the risk of rupture ranges from 5% for aneurysms from 15
mm to 22mmup to 50% to 70% for those with a diameter32mm.2 In the endovascular era,
semielective open repair of a coeliac artery aneurysm is an uncommon but safe procedure.
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